Introduction
A syndrome of fever with atypical lymphocytes in the peripheral blood resembling those seen in infectious mononucleosis was first described in patients having had thoracoplasties and pulmonary resections for tuberculosis (Bergstrom & Dah1strom, 1957) . It is a fairly common complication of open heart surgery (Smith, 1964; Bastin, Lapresle & Dufrene, 1964a; Kaariainen, Klemola & Paloheimo, 1966) .
The aetiology of this illness is obscure but its occurrence in single cases following blood-vessel grafting (Gothman & Ohlsson, 1959) , transfusion for bleeding duodenal ulceration (Tanaka, 1964) , exchange transfusion (Bastin, Lapresle & Dufrene 1964b) , and after hysterectomy (Kaariainen et al., 1966) supports the suggestion that it is due to some agent transmitted by blood transfusion as this is the only factor common to all cases. It seems probable that fresh blood was transfused at some stage in all these patients.
We wish to present a case following transfusion with only stored blood. 
Discussion
This man's carbon tetrachloride poisoning followed a typical clinical course. Peritoneal dialysis has been used before to treat the subsequent renal failure (Hager & Merrill, 1963) but there is only one previous report of it having been used for the purpose of attempting to remove the poison. No estimate was made of the amount removed by dialysis (Maher & Schreiner, 1967) . In our case carbon tetrachloride was found in the gastric aspirate, lavage fluid and subsequent samples of vomitus at concentrations of 04 mg/ 100 ml, in the small amount of urine passed (0-2 mg/100 ml) and in specimens of peritoneal dialysate (0( 1 mg/100 ml). From these figures it would seem unlikely that this minimal recovery of carbon tetrachloride by peritoneal dialysis reduced the ultimate renal and hepatic damage.
The febrile illness in this patient, starting about 4 weeks after haemodialysis with its benign, selflimiting course over 4 weeks and peripheral blood picture suggestive of glandular fever is typical of what has come to be known as the infectious-mononucleosis-like syndrome.
The present case is probably the first to be reported after haemodialysis. The clinical features resemble those previously recorded. The absence of splenomegaly and lymphadenopathy is not unusual but purpura has not been previously described though four cases reported by Smith (1964) had transient maculo-papular rashes At the time the purpura was present Hess' test was negative and the platelet count was 140,000/ mm3. It is therefore unlikely that the purpura was due to thrombocytopenia. The Paul-Bunnell test was consistently negative and though the toxoplasma dye test was positive it is estimated that 40 % of adults will have titres of this value; its significance is therefore doubtful. The peak total white cell count 18 days after the onset of fever is probably the highest yet recorded in this syndrome, most cases having normal or only slightly elevated counts. The high incidence of the infectious-mononucleosis-like syndrome after open heart surgery-up to 11% in one series (Wheeler, Turner & Scannel, 1962) -suggested that relatively large quantities of blood must be transfused. In this respect the present case is similar. Kaariainen et al. (1966) state that no case has been reported with certainty after transfusion of refrigerated blood though later Horton (1966) presented two cases in which blood stored for 24 hr had been followed by the typical illness. In our case the citrated blood had been stored between 2 and 9 days, eleven donors being involved. The administration of corticosteroids, as in this patient, may predispose to the development of the infectious-mononucleosis-like syndrome.
Kaariainen and his colleagues (1966) have demonstrated a significant rise in complement fixing antibodies to cytomegalovirus over the course of the illness in four patients and suggest that this virus transmitted by blood may be the cause of the syndrome. GOTHMAN, B. & OHLSSON, W.T.L. (1959) 
